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Abstract 
 
Background: Overweight and obesity among children contributes to significant adverse health 
outcomes that reduce quality of life. Because children are influenced by the behaviors of their 
parents, there is a need for multicomponent family-based interventions within the community to 
help overcome these issues.  
Objectives: This quality improvement project provided parents and children aged four to six 
years old with an interactive nutrition and physical activity educational program to increase their 
knowledge related to healthy lifestyle patterns and alter BMI status.  
Methods: A 10-week pre/posttest design was implemented to evaluate outcome measures 
including BMI percentile, physical activity and nutritional habits, and parental behaviors. The 
intervention included interactive educational sessions from the EatPlayGrow curriculum 
developed by the National Institutes of Health for both parents and their children.  
Results: 23 children and 18 parents were enrolled in the study and provided pre/post-
intervention and six-week follow-up data. At baseline, participant’s weight status categories 
included 56.5% obese, 13% overweight, and 30.5% normal weight. Postintervention, weight 
status categories included 17.4% obese, 39.1% overweight, and 43.5% normal weight. Paired 
sample t-tests showed statistically significant changes in child physical activity, child eating 
behaviors, child sedentary activity, fruit and vegetable consumption, and parenting behaviors 
between pre- and post-intervention data (all p <0.05).  
Conclusion: Implementation of the intervention led to positive changes in weight status 
categories and several dietary and physical activity behaviors. The findings indicate that a 
community-based, family-centered program is feasible and demonstrates short-term effects on 
improving behaviors that contribute to the development of obesity among children. 
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The Lubbock Young Women’s Christian Association is a local organization that serves 
children, women, and their families and served as the project site for the duration of this 
project. The organization offers a variety of after-school, pre-school, and summer activities 
designed to engage children and their development. The organization primarily serves low-
income families and participates in a variety of health initiatives. Over the last several years, 
the YWCA participated in a grant that studied the eating preferences of preschool and early-
elementary aged children in order to revamp school lunches. While no formal research was 
collected, the findings were useful in identifying the child’s environment as a critical barrier to 
the development of long-term sustainable healthy eating habits. Although the YWCA changed 
the menu structure to provide nutritious meals for their children, the organization continued to 
observe high rates of childhood overweight and obesity in association to poor nutritional and 
physical activity habits at home. 
Childhood obesity remains a significant health concern for the United States. 
 
This issue is known to have serious and significant long-term effects for children as they mature 
into adulthood (Chan, et al.,2005; Biro & Wien, 2010; World Health Organization [WHO], 
2012). Obesity is defined as having a body mass index (BMI) of 30 or higher with overweight 
defined as a BMI greater than 25 and being obese or overweight can contribute to the 
development of serious and costly chronic diseases (Centers for Disease Control and Prevention 
[CDC], 2018).  
Organizations around the community have focused on programs that involved changing 
the student’s behaviors, the school environment or delivery of obesity prevention services in 
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the clinical setting; however, many failed to address concerns in the child’s home environment. 
Recruitment of parents has proven to be a difficult challenge, often deterring programs from 
their involvement. Prevention of childhood overweight and obesity prevention requires a 
multifactorial approach. This program aimed to bring the community and home environment 
together to change the delivery of obesity education by actively engaging children and their 
parents. 
Background and Significance 
Over the last 30 years, obesity has become a public health crisis with national trends 
showing alarming increases in rates of overweight and obesity among adults and children. One-
third of all adults in the United States are classified as obese, a number that has more than 
doubled in the last 30 years (CDC, 2018). Obesity rates increased among children and 
adolescents nationally, with a prevalence of over 18.9%; while 15% are considered overweight 
(CDC, 2018). For Lubbock county, where implementation of this project is planned, the adult 
obesity rate is around 33%, 14.9% among children aged 2 to 4 years, and 18.5% among 
children aged 10 to 17 years. (Robert Wood Johnson Foundation, n.d.). 
Obesity places individuals at an increased risk for a wide array of health issues, such as 
cardiovascular disease, type 2 diabetes, high blood pressure, cancer, and other chronic 
conditions that reduce quality of life (National Institutes of Health [NIH], 2014). Causes of 
obesity are complex and multifactorial, resulting from environmental, lifestyle, physiological, 
and genetic factors. Physical inactivity and poor dietary patterns are two behaviors that are 
largely influenced by the child’s community and home environment (Centers for Disease 
Control [CDC], 2018; Sahoo, et al., 2015; Spears- Lanoix et al., 2015). Larger portion sizes, 
eating out, and increased consumption of junk foods, soft drinks, and candy contribute to 
increases in calorie consumption (CDC, 2016). These reasons, in conjunction with a decline in 
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physical activity and increased screen time activity, have contributed significantly to the 
overwhelming rates of obesity (CDC, 2016). 
Significant financial consequences are also associated with obesity in both adults and 
children. Being overweight and obese as a child increases the risk of becoming obese as an 
adult, while being obese in early childhood is associated with even higher levels than those 
who develop obesity in adolescence (Chan, et al.,2005; Biro & Wien, 2010; World Health 
Organization [WHO], 2012). Financially, the impact of obesity substantially affects the U.S. 
economy. Childhood obesity contributes to significant lifetime medical costs of roughly $14 
billion (Finkelstein, Chen, Graham, & Malhotra, 2014). One of the most commonly cited 
barriers is cost related to healthy diets (Rao, Afshin, Singh, & Mozaffarian, 2013; Seguin et al., 
2014). Traditional knowledge has created a perception that assumes healthier foods are more 
expensive than alternative, less-healthy options (Rao et al., 2013; Seguin et al., 2014). The 
quantifiable evidence has, for the most part, been lacking; however, Rao et al. (2013) revealed 
that while healthier diet patterns are more expensive, the difference is minimal. Rao et al. 
(2013) discovered that healthier diets based on a dietary intake of 2000 calories, are 
approximately $1.50 more expensive per day per individual. The cost of eating a healthy diet 
pales in comparison to the long- term personal and financial ramifications of following an 
unhealthy diet (Rao et al., 2013).  
Several studies (Keita et al., 2014; Llabre et al., 2018; Spears-Lanoix et al., 2015; 
Styne et al., 2017) suggest the integration of tailored and focused intervention strategies that 
target high-risk populations as essential components to the prevention of obesity. 
Because children are highly influenced by the habits of their families, programs that focus on 
family-based interventions are considered the most effective treatment for preventing obesity 
(Langford, Bonell, Jones, & Campbell, 2015; Maximova, Ambler, Rudko, Chui, & Ball, 2014). 
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Efforts to reduce obesity rates, such as healthier school menu options and free or reduced lunch 
programs have been implemented across the state of Texas; however, reducing rates of obesity 
will require a variety of approaches in partnership with multiple stakeholders (WHO, 2012). 
The most successful programs are those that have been designed to promote family and 
community involvement (Llabre et al., 2018; Langford et al., 2015; Lloyd, Lubans, Plotnikoff, 
& Morgan, 2015). The use of community, family-based programs has a positive effect when 
used in conjunction with school-based interventions (Bleich et al., 2017; Davison, Jurkowski, 
Kranz, & Lawson, 2013; Natale, Lopez-Mitnik, Uhlhorn, Asfour, & Mesiah, 2014; Sharma et 
al., 2015; Spears-Lanoix et al., 2015; Styne et al., 2017; Wyse et al., 2015; ). 
Needs Assessment 
The Community Health Needs Assessment (CHNA) performed by the City of 
Lubbock Health Department identified obesity as one of the largest health issues of concern 
for the community (Covenant Health Medical Center, 2014.). While efforts to control 
overweight and obesity in children have become the forefront of national organizations, there 
is still a large gap between efforts and eradication. In Lubbock County, 20.9 percent of 
inhabitants of the community live in poverty, which predisposes adults and their children to 
the development of chronic diseases (Covenant Health Medical Center, 2014). Chronic 
diseases, such as diabetes and hypertension, are often considered preventable through lifestyle 
changes, such as diet and exercise. 
According to the CHNA, participation in healthy lifestyle behaviors has decreased to 
32%, which is well below the nation average of 38.6%. In Lubbock County, rates of obesity for 
children have increased from 23.5% to 34.1%, with the prevalence highest among 5 to 12 years 
old (Covenant Health Medical Center, 2014). The community boasts support from several 
agencies and non-profit organizations, many of which are primed and ready to support 
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programs that prevent the development of childhood overweight and obesity. The organizations 
help provide assistance to low-income families through their assortment of outreach programs. 
With the gap continuing to widen for low-income families, the use of these resources can be 
effective. For many living in the Lubbock community it is not a lack of resources, but simply a 
lack of knowledge regarding the availability of those resources. 
A SWOT Analysis was conducted to analyze the barriers and facilitators associated 
with successful project development and implementation (Appendix A). The greatest strength 
was the organization’s ability to identify needs of the community and partner with individuals 
to create programs that help provide resources to meet the community’s needs. The local 
YWCA (Young Women’s Christian Association), which participates in other health initiatives, 
was chosen as the pilot setting for this project. The project adequately aligned with the local 
YWCA’s mission and strategic plan. The YWCA is dedicated to serving children and their 
families, while working to reduce health disparities associated with socioeconomic status and 
race. Historically, the YWCA has participated in several health initiatives, specifically for 
women and children. With the organization’s rich history of research regarding health 
behaviors and access to care, the administrative board served as counsel for implementation of 
this project. However, the organization’s greatest weakness is also linked to the organization’s 
greatest strength. Because the YWCA is involved with several initiatives, staffing and 
resources were limited to help with any additional projects. Parental involvement is also a 
critical weakness for the organization and for successful project implementation. Parents are 
often seen as “absentee,” “too busy,” or involved in the use of drugs and alcohol. Overcoming 
this obstacle provided a great opportunity for the project to engage parents to become more 
involved with the health and well-being of their children. Although the YWCA is involved in 
several initiatives, the CEO of the organization was supportive and willing to provide resources 
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that aided in implementing this community-based, family-oriented program. Overcoming staff 
and parent complacency and involvement in other programs was difficult to overcome, which 
was a significant threat to the success of the project. Overall, the YWCA was a supportive 
organization that helped meet the needs of the community. 
Specifically, the Lubbock YWCA participated in a grant over three years ago for 
preschool and early elementary-aged students for the purpose of identifying barriers to eating 
healthy nutritious foods and improve the quality of school lunches. This grant was funded and 
supported by the Department of Agriculture, but no formal research data was collected. The 
organization was directed by the Department of Agriculture to develop a taste-testing session 
for children aged three to six years old in an attempt to revamp the organization’s menu. The 
findings revealed that not only are eating habits adopted by children based on their surrounding 
environment (parents, teachers, caregivers, etc.), but children were drawn to food that is 
appealing visually especially if they were given an opportunity to try the food before it was 
served on the menu. The findings impacted the organization’s methods of serving lunches 
spurring a rapid change in menu development. The menu currently serves healthy, nutritious 
meals daily, but this is not where the problem ensued. The organization’s programs provided 
children with all the necessary resources to be successful, but it is at home where the children 
reverted back to their old habits of eating junk food items and drinking sugary drinks. 
Statement of the Problem 
Obesity has become a widespread problem that affects adults and children, specifically 
those living in underserved communities. Overweight and obesity programs that target youth, 
regardless of current overweight or obese status, are needed as the potential to improve weight 
management among all youth could lead to a significant reduction in adult-related obesity 
costs. If the problem continues to remain unaddressed, children will be placed at high risk for 
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developing serious chronic diseases, such as diabetes, heart disease, and several psychosocial 
issues. In order to address this problem successfully, obesity prevention efforts need to be 
tailored to the needs of the community being served through holistic, family-based approaches 
(WHO, 2012).  
Practice Question 
 
In children aged four to six years old, will a community-based, family-oriented obesity 
prevention program compare to usual care affect body-mass index, waist circumference, dietary 
consumption, physical activity level, screen time involvement, and parenting behaviors (adult 
feeding patterns and food choices) within 6 months? 
Aim 
 
This DNP project aimed to improve health outcomes and decrease long-term 
complications related to childhood obesity within this community located in Lubbock, Texas 
by integrating a community-based, family-centered nutrition and exercise program at the 
YWCA. The aim of this project was to critically evaluate the project’s impact on lifestyle 
habits among child participants, which included physical activity, dietary habits (i.e. food 
choices and feeding patterns), and screen time involvement. Additionally, the project evaluated 
changes in parenting behaviors. Furthermore, the measurement of BMI and waist 
circumference aided in determining any correlation between participation in the program and 
changes in lifestyle habits. 
Objectives 
 
◻ BMI assessment conducted pre- and post-intervention with 0.5% improvement in 
BMI and waist circumference in 50% of the participants by the end of January 
2020. 
◻ 50% of child participants will decrease their screen time by 25% within 10 weeks 
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when compared to pre-intervention surveys and demonstrate sustained reduction in 
screen time of less than 2 hours per day 6-weeks post intervention 
◻ 50% of child participants will increase physical activity levels by 25% in 10-weeks
when compared to pre-intervention surveys and demonstrate sustained participation
in physical activity of at least 30 minutes/day 6-weeks post-intervention
◻ 50% of child participants will show an improvement in their food responsiveness,
emotional overeating, desire to drink, satiety responsiveness, slowness in eating,
emotional undereating, and food fussiness as evidenced by a reduction in CEBQ
survey scores by 25% for each survey category at the end of the 10-week
intervention compared to pre-intervention surveys.
◻ 50% of parent participants will show an improvement in their parenting behaviors
and beliefs regarding nutrition, physical activity, and screen time as evidenced by an
increase in WeCan! Survey scores by 25% in 10-weeks and 6-weeks post-
intervention.
◻ 50% of households will continue to demonstrate use of program curriculum at
home as evidenced by 6-week post intervention surveys.
Review of Literature 
The search, which was conducted between the months of January and February 2019, 
included three medical databases: Ovid MEDLINE, PubMed, and Scopus. The search included 
the following search key terms “pediatric”, “obesity”, “prevention”, “community based”, and 
“family-based”. The aforementioned key terms were combined with the Boolean operators 
“and” as well as “or” in order to narrow the search. Additionally, limits to publication dates 
from 2005 to present were applied. The literature review examined 15 research articles and two 
non-research articles on topics including pediatric obesity prevention interventions in the home, 
COMBATING PEDIATRIC OBESITY 13
community, and school, parenting behaviors, dietary intake, physical activity, and clinical 
practice guidelines for control of pediatric obesity (Appendix B and C). This review supports 
the practice change for the implementation of a community-based, family-oriented obesity 
prevention program in the community of Lubbock, Texas and offered insight on how to 
improve community or school-based interventions based off previous research. 
Llabre et al. (2018) and Styne et al. (2017) are clinical practice guidelines developed 
by two different organizations identifying evidence that supports preventative measures for 
pediatric obesity. Both guidelines support the use of community-based or school-based obesity 
prevention programs combined with a family component. Llabre et al. (2018) suggests that 
outcomes are equivocal between school or community-based programs and advise that there is 
a component of flexibility when implementing a new weight loss program. Styne et al. (2017) 
also suggest the use of community or school- based programs as effective measures in 
reducing obesity among pediatric populations. Their guidelines also suggest integrative 
behavioral modification with the prevention program to help encourage the development of a 
healthy lifestyle. 
Maximova et al. (2014) conducted a retrospective study evaluating the relationship 
between parent engagement and lifestyle behaviors among their children. The study evaluated 
the records of 113 children enrolled in an outpatient weight management clinic where the 
degree of engagement of their parents was assessed. Out of the 113 children, 43 parents were 
identified as the more engaged group. The more engaged group was less overweight than the 
less engaged group (P<0.05). Additionally, the more engaged group consumed fewer total 
calories, calories from fat, trans fat, and carbohydrates, consumed more daily servings from 
fruits and vegetables, and accrued more steps per day versus the less engaged peers (P <0.05). 
Bleich et al. (2018), Langford et al. (2015), and Wang et al. (2015) conducted 
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systematic reviews to further investigate the most effective approach to improving lifestyle 
behaviors of children. Bleich et al. (2018) gathered studies to evaluate the effectiveness of 
different programs to improve BMI, waist circumference, body fat percentage, skinfold 
thickness, or prevalence of overweight or obesity. Overall, 24 RCTs and 17 remaining studies 
focusing on school-based programs reported statistically significant results in favor of one of 
the seven adiposity-related outcomes. Langford et al. (2015) evaluated 26 articles to identify 
factors that facilitate or hinder implementation of school-based interventions. According to the 
study, family involvement, implementation among teachers, and a lack of institutional support 
were identified as barriers to successful implementation. Successful implementation of 
programs occurred when programs were tailored to the school’s needs, interventions were 
aligned with the school aims, teachers and providers worked together to develop programs, and 
on-going training and support was provided. Wang et al. (2015) systematically evaluated the 
effectiveness of childhood obesity prevention programs applied with assorted designs and in 
multiple settings targeting diet, physical activity, or a combination of both. Collectively, the 
strength of evidence did not support the use of pediatric obesity prevention strategies in a 
primary care, home-based, or school-based alone. The strongest evidence supports the use of 
community-based programs combined with a school or family component. 
In my review, there were five experimental studies that analyzed different programs for 
obesity prevention implemented in the home, community, and school. Davison et al. (2013) 
evaluated a parent and teacher developed program through a local Head Start evaluating 
changes in rate of obesity, physical activity, TV viewing, and dietary intake. When compared 
with the pre intervention data, post-intervention data demonstrated marginally lower BMI z-
scores, significantly lower rates of obesity (p<.0001), significantly greater participation in light 
physical activity, and significantly fewer minutes per day spent on TV viewing (p<.0001). 
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Furthermore, the post- intervention data revealed marginally greater participation of moderate 
activity (p<.0001) and lower rates of sedentary activity (p<.0001). Additionally, outcomes of 
the program for dietary measures revealed lower total energy intake and macronutrient intake (p 
<.0001). There was also an improvement in parental behaviors towards fruits and vegetables 
and physical activity (p <.0001). Overall, the program was successful in its pilot study.  
Sharma et al. (2015) evaluated the effectiveness of a school program to increase 
education and access to fruit and vegetables in low-income populations. The study outcomes 
demonstrated significant increase in self-efficacy for eating fruits as a snack in both pre and 
post-intervention studies (p<0.01). The study also demonstrated significant increases in 
outcome expectations and attitudes toward healthy foods. The study also evaluated parenting 
behaviors and found significant improvements in improved portion sizes (p <0.001) and 
limiting fast food (p<0.001). Once again, this pilot study demonstrated strong feasibility, 
acceptability, and positive effects on parent-child behaviors involving nutrition. Spears-Lanoix 
et al. (2015) also implemented a pilot study involving third grade students and their parents. 
The program measured the impact of a nutrition/gardening and physical activity intervention 
on weight status of third grade students. The post-test data revealed significant changes in 
student knowledge, vegetable preference, vegetable consumption, and home food availability 
(p<0.05). Additionally, the post-intervention obesity weight status improved from 57% to 
39%; while normal weight status improved to 45% from 31%. Additionally, data also revealed 
high levels of implementation fidelity among teachers. The last experimental study by Willis et 
al. (2016) implemented the Right from the Start with HENRY program delivered by training 
facilitators to a small group of parents over eight weekly sessions. This study focused more on 
preschool children and demonstrated significant improvements in increased daily 
fruit/vegetable consumption and reduced consumption of high fat/sugar foods (p<.001) and 
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positive changes in eating behaviors, physical activity, and children’s screen time (p <.001). At 
the end of the study, 79% of participants completed the program and the program has been 
proven to be influential in different settings. 
Out of the seventeen articles reviewed, seven articles were randomized controlled trials 
(RCTs). Adab et al. (2017) and Nyberg, Norman, Sundblom, Zeebari, & Elinder (2016) 
evaluated the effectiveness of school-based programs to prevent overweight and obesity in 
children six to seven years old. Adab et al. (2017) conducted a randomized controlled trial 
involving 54 schools and a total of 1,467 students aged 5 and 6 years old which were 
randomized using a blocked balancing algorithm. The study involved a cluster randomized 
trial, which allowed Adab et al. (2017) to compare interventions that were allocated to a group 
of individuals. A total of 1, 287 students completed the 12-month study. Initially, 27 schools 
underwent the intervention, while the remaining 28 served as the control. This study 
incorporated the WAVES intervention, which targeted the home and school environment and 
employed several strategies to increase physical activity and improve diet quality. The target 
interventions included 1) thirty minutes of additional moderate to vigorous physical activity on 
each school day; 2) cooking workshops during school time which also included the parents; 3) 
a six week program developed to encourage healthy eating and increase physical activity, 
which was delivered by the staff; and 4) information sheets posted for children and their 
families on methods to increase activity over the summer. The sheets also included 
opportunities to engage in physical activity in local areas. The study reported statistically 
significant improvements in BMI versus the control arm with the long-term evaluation, but did 
not find any statistically significant results in secondary outcomes, which included waist 
circumference, sum of four skinfolds, and body fat percentage, diet, physical activity, and 
blood pressure. Nyberg et al. (2016) studied the effects of a cluster RCT in disadvantaged 
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areas in Stockholm County, Sweden. Participants were children six years old and their parents. 
A total of 378 children and 31 school classes from 13 schools in the area were randomly 
assigned to the intervention. The intervention involved disseminating a health brochure to 
parents, motivational interviewing to support healthy eating and physical activity for the child, 
which also involved the parents to help stimulate a willingness to change, and incorporation of 
classroom activities regarding nutrition and physical activity. The intervention lasted 6 months 
and measurements were taken at baseline, post-intervention, and 5 months follow-up. The six-
month intervention revealed satisfactory implementation fidelity and intervention effects for 
consumption of unhealthy foods (p-0.01) and unhealthy drinks (p=0.01). However, these 
changes were only sustained for boys. Finally, the study discovered significant improvements 
in rates of obesity (p=0.03), but these effects were also not sustained.  
The remaining five studies evaluated the effectiveness of interventions that were 
implemented in community-based settings. Lloyd et al. (2015) evaluated the Healthy Dads, 
Healthy Kids community program. This program strictly focused on fathers and their sons and 
included a total of 45 men and children (mean age 7 years old). The study was a randomized 
controlled trial conducted in the community of New South Wales, Australia. Participants were 
randomized to an intervention group or wait-list control group. The intervention included a 7-
week HDHK program, involving 4 (90 minutes each) father-only sessions and 3 physical 
activity sessions involving both fathers and children. While the results are not generalizable to 
the general population, they do show a moderate intervention effect (59.5%) for co-physical 
activity and modeling; 72.9% of the intervention effect was found showing improved beliefs 
about healthy eating habits. This study demonstrated positive impacts on the father’s beliefs 
about healthy eating, which subsequently improved the child’s diet and physical activity 
behaviors. 
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Natale et al. (2014) assessed the effectiveness of a community- based child care and 
lifestyle role-modeling program focused on child nutrition and physical activity for low-
income families. A total of 1211 children (aged 2 to 5 years old), 1080 parents, and 122 
teachers participated in the study. Participants were randomly assigned to an intervention arm 
or a control arm. The intervention consisted of implementing menu modifications, a child 
healthy lifestyle curriculum, and an adult healthy lifestyle role modeling curriculum. The 
results of this study revealed significantly increased consumption of fruits and vegetables (p 
<.0001), decreased junk food consumption (p<.05) versus the control group which showed 
significant parental influence on the child’s junk food consumption (p<.001), sedentary 
behavior (p<0.005), and increased junk food consumption (p=.01). In conclusion, the study 
revealed that parental activity and behaviors significantly impact the child’s consumption of 
healthy foods and participation in physical activity suggesting that programs focused on 
involving parents are effective strategies to prevent obesity and overweight. Another study 
performed by Natale et al. (2014) evaluated the effectiveness of a child care center-based 
prevention program on obesity rates in preschool children. A total of 307 children aged 2 to 5 
years old participated in the study and were randomly assigned to the intervention or control 
group. The intervention involved healthy menu changes, family-based education focused on 
physical activity, fresh produce intake, decrease intake of simple carbohydrates, and 
decreased screen time. Control centers received an attention control program. The 
intervention group showed significant decreases in BMI (p<.0001), consumed fewer soft 
drinks in the home (p<.001), and were less likely to eat macaroni and cheese (p<.01), French 
fries (p<.05), salty foods (p<.05), and fruit drinks (p<.05). Level of involvement was 
significantly related to improvements in dietary habits. Additionally, the children in the 
control group spent significantly more time on the computer (p<.01) and watching tv 
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(p<.0001) than the children in the intervention group. Approximately 4% of the children who 
were overweight at the beginning of the program were normal weight by 12 months. 
Skouteris, Hill, McCabe, Swinburn, & Busija (2014) and Wyse et al. (2015) 
evaluated interventions focused on preschool children in the community setting. 
Skouteris et al. (2014) conducted the MEND (Mind, Exercise, Nutrition…Do It!) 2-4 
program, which is a 10-week course focused on diet, eating habits, physical activity, 
sedentary behaviors, and BMI. The observers gathered baseline, immediate post- 
intervention, and 6 and 12-month post-intervention data from parents and their children aged 
20 to 42 months. A total of 201 parent-child dyads were randomized to an intervention group 
or a control group. Positive group effects were significant for vegetable consumption 
(p=0.01) and intake of snack food (p=0.03) in the immediate period after the intervention. At 
12 months, the intervention children demonstrated a significantly lower level of neophobia 
(p=0.03). 
Wyse et al. (2015) evaluated the effect of the home food environment that facilitates 
sustained increases in child fruit and vegetable consumption, while also improving intake 
immediately. The Health Habits program collected data in 2- and 12- month intervals from a 
group of children age 3 to 5 years old randomly assigned to an intervention or control group. 
This program aimed to increase the child’s fruit and vegetable consumption with parental 
support through mediated telephone calls over a 4-week period targeting parental role-
modeling of fruit and vegetable consumption, availability and accessibility of foods, and 
introduction of supportive family routines. In both data collection periods, there was a 
significant difference in the child’s fruit and vegetable consumption between the intervention 
and control group. Parental provision, intake, and pressure were shown to have significant 
effects on fruit and vegetable consumption (p<0.0001) at 2-months. The intervention had a 
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direct effect on fruit and vegetable consumption scores at 12-months (p=0.0274), which is 
also affected by parental intake (p=0.00002) and provision (p<0.0001). In conclusion, the 
data showed that the treatment included praental involvement had positive influences on 
sustaining the child’s adoption of healthy behaviors. 
Overall, the literature reveals that programs designed to incorporate a change in 
parental behaviors are successful in improving children’s lifestyle behaviors. For a majority of 
the studies, community-based programs demonstrated significant effects and demonstrated the 
potential to prevent the development of pediatric obesity and overweight. The literature also 
demonstrates sustainability in these programs when they incorporate parental involvement and 
align with the values of the community or school-based center. Based on clinical guidelines, 
programs that promote and encourage sustained involvement prove to have the most potential 
to improve outcomes. 
Evidence-Based Practice Translation Model 
 
The Iowa Model 
 
The Iowa Model for introducing evidence-based research into practice guided this 
initiative (Appendix D). This model allows practitioners to “…focus on knowledge and 
problem-focused triggers, leading staff to question current nursing practices and whether care 
can be improved through current research findings” (Doody & Doody, 2011, p. 661). Several 
factors are considered during the topic selection based on priority and magnitude. A team is 
formed for actionable areas of interest. The team is responsible for development, 
implementation, and evaluation (Doody & Doody, 2011). Once the body of evidence is 
assessed and critiqued, the team develops practice standards and actions for implementation. 
Once these steps are completed, the team then moves to the implementation process of the 
Iowa Model. The implementation process of the Iowa Model includes evidence-based written 
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policy, procedures, and guidelines (Doody & Doody, 2011). This process requires interaction 
across multiple levels in the organization to garner support for the change. Diffusing of 
information is the next process and is implemented through in-services, audits, and feedback 
(Doody & Doody, 2011). This step in the model focuses on the benefits and strength of the 
evidence (Doody & Doody, 2011). Finally, the last step in the model involves evaluating the 
value and contribution of the evidence to clinical practice. 
In this particular setting, the project leader was responsible for ensuring successful 
implementation of the project by taking a step-wise approach. This model was chosen due to 




This quality improvement study involved implementation of a community-based, 
family-oriented obesity prevention program using a convenience sample of children who 
attended the YWCA and other schools in the area. A descriptive survey design involved 
pretest/posttest measures to evaluate the program’s effectiveness in improving participation 
in physical activity, consumption of healthy foods versus junk food, and participation in 
sedentary activities as well as specific anthropometric measures (BMI, waist 
circumference) at baseline, immediate follow-up, and 6-weeks post-intervention.  
Project Setting 
The project was conducted in the local YWCA in Lubbock, Texas. The YWCA is a 
local organization that serves children, women, and their families. The organization offers 
after-school youth programs and is an early childhood development center. The programs 
promote school readiness and serve primarily low-income children and families. This 
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organization was selected based on their involvement in health initiatives for women and 
children. Parent involvement is a core component of their mission. 
Study Population 
 
A convenience sample of parents and their children, aged four to six years old 
enrolled in the organization’s after-school and Head Start programs were recruited for this 
project. Parents were eligible if they were older than 18 years old and could read or write in 
English or Spanish. A projected sample size of 20 to 40 parent-child dyads was the projected 
need for project participation, which allowed for a conservative 20% drop out rate if needed. 
The sample sizes of two other pilot programs were reviewed and used to guide or help 
determine an appropriate sample size for this project (Keita et al., 2014; Lloyd et al., 2015). 
Subject Recruitment 
 
Participants were recruited using in-person community events and posted 
advertisements (Appendix E). Interested families were directed to contact the project team 
to undergo evaluation for study eligibility. Children who were considered obese (BMI 
>95th percentile), overweight (BMI >85th percentile), and children with normal weights 
were eligible for program inclusion. Children were excluded if they had a previous 
diagnosis of prematurity, developmental delay, seizure disorder, diabetes, genetic 
disorders, or cerebral palsy due to the potential for these conditions to influence weight. 
Consent Procedure 
Parents of the children were provided written and informed consent for their child prior 
to involvement in the project. Child assent was obtained from the child to ensure the child 
agrees to participate. Verbal assent was given from the child and included a simple oral 
description. The consent was written in both English and Spanish. The consent outlined the 
project’s purpose, procedures, potential risks, confidentiality, benefits of participation, 
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voluntary participation, and contact information should the participants have questions about 
the project. By consenting to participate in the project, parents agreed to complete self-report 
surveys at baseline, immediately after program completion, and six-weeks after program 
completion. (Appendix F and Appendix N) 
Risks/Harms 
 
Anticipation for risks and harms associated with the project was minimal. However, 
potential risks included development of dissatisfaction with body image, concerns with social 
acceptance, and negative changes in quality of life. In addition, participants could have 
expected to experience some discomfort due to possible interaction between participants. It 
was not required to participate in any activity or discussion that caused discomfort. The 
educational sessions incorporated some minor physical activity, such as stretching, which 
might have placed some participants at risk for soreness or injury. Physical harm was also 
anticipated during the educational sessions due to the interactive cooking portion of the 
project. In order to reduce harm, children were not be allowed to participate in the interactive 
cooking class. 
Subject Costs and Compensation 
 
Costs of the study were minimal and were roughly $300 for all needed essential items 
and $100 per session for grocery items. Funding was provided by the DNP candidate. Each 
cooking session included groceries to create delicious, nutritious foods for each parent-child 
dyad. The total cost for groceries varied based on the exact number of participants in the 
project. Each family involved in the study was also compensated with a $25 gift card to the 
local grocery store upon completion of the study. Participants were still eligible for the gift card 
if they withdrew from the project before completion. 
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Study Interventions 
 
The training sessions and materials were developed by the National Institutes of Health 
WeCAN! Initiative. As part of the intervention, the parents and children completed pre-
assessment surveys for nutrition, physical activity, and sedentary behaviors. Participants 
attended ten weekly interactive sessions which consisted of a hands-on cooking session and 
educational training designed for both parents and children Additionally, pre-assessment 
anthropometric data was obtained. 
The study utilized a pen and paper, pretest/posttest format to gather quantitative data to 
help answer the research question. Data was collected for all participating parents and children   
for all outcomes via direct measure and questionnaires at baseline and after they completed the 
program. In each session, participants were divided into groups of roughly 10 parent-child 
dyads and rotated between the cooking session and educational session. Before the project 
commenced, the DNP candidate underwent a 2- hour training session developed by the 
WeCAN! Program. The DNP candidate delivered the EatPlayGrow standardized training 
curriculum to project participants (Appendix M). This ensured all participants received the 
same set of information. The curriculum discussed physical activity, nutrition, and eating 
habits with child-friendly activities. 
Parents participated in a 30 to 45-minute-long interactive cooking class. The class 
was led by a volunteer. The interactive cooking class demonstrated how to create healthy, 
budget-friendly meals for each participants’ family. Participants were allowed to take home 
any leftover meal items. After the project was finished, parents were asked to complete the 
same pre-assessment surveys as detailed above and post-anthropometric data was gathered.   
Finally, the DNP candidate partnered with the YWCA to ensure families were 
provided access to safe, affordable, and family friendly physical activity in the community. 
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Fitness classes were available for members to participate in and memberships were available 
on an individual or family basis. Enrollment in fitness classes by project participants was 
monitored before and after the intervention, but not formally measured. This served as an 
opportunity to promote participation in physical activity for parent-child dyads involved in the 
project. 
Evaluation Plan 
This project was evaluated using the logic model. The logic model approach, which 
was developed by the National Institute of Health (NIH), is a project tool that increases the 
probability of successful implementation of the project (Appendix K). The model was chosen 
as an evaluation tool for this project because it illustrates the relationship between inputs and 
interventions. Additionally, the model identified activities within the project and expected 
outcomes. Short, medium, and long- term outcomes were developed and any external factors 
or assumptions that could influence the results were explored. 
By consenting to participate in the study, parents completed a series of self- report 
surveys at baseline, upon completion of the program, and six weeks after the program was 
completed. Short term outcomes for this project included increased consumption of fruits and 
vegetables, reduced junk food consumption, increased physical activity minutes, a reduction or 
normalization of BMI and waist circumference, and a decline in screen time participation. For 
the purpose of this project, short-term outcomes were evaluated by a pretest and posttest format. 
Medium-term outcomes, which included continued usage of the program curriculum at home 
and sustained parent modeling behaviors regarding nutrition, physical activity, and screen time, 
and sustained reduction or normalization of BMI and waist circumference. The medium-term 
outcomes were evaluated using the data obtained from the six-week post-assessment surveys. 
Long-term outcomes were not measured due to the time frame allowed for this project, but 
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included providing safe, affordable resources for parents and their children to participate in 
physical activity and sustaining a physical activity and nutrition program that can be integrated 
within early childhood intervention organizations. 
Assumptions for this project included: 
 
◻ Participants continued to utilize curriculum components in the household after 
completion of project 
◻ Participants completed entire 10-week course 
 
◻ The project effectively improved parenting behaviors regarding healthy lifestyle 
choices. The project effectively improved or normalized BMI and waist 
circumference for all participants 
◻ Participants developed a basic knowledge of nutrition and understood all program 
materials without difficulty. 
The following were identified as barriers (external factors) to successful completion of the 
project: 
◻ Recruitment of participants was challenging and required a creative approach to reaching them.  
 
◻ Parents found it difficult to participate in project due to time constraints 
 
◻ Surveys could have been answered based on ideal lifestyle, and not reality 
 
◻ Home environment could prevent full impact from being seen due the influence on 
child behaviors. 
Procedures and Data Analysis 
This DNP project aimed to improve health outcomes and decrease long-term 
complications related to childhood obesity within this community located in Lubbock, Texas and 
critically evaluate the project’s impact on lifestyle habits among child participants, which 
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included physical activity, dietary habits (i.e. food choices and feeding patterns), and screen time 
involvement. Additionally, the project also evaluated changes in parenting behaviors. 
Furthermore, the measurement of BMI and waist circumference aided in determining any 
correlation between participation in the program and changes in lifestyle habits. 
After obtaining IRB approval from the George Washington University, the pilot  
study was conducted at the YWCA with a study population of 23 children aged four to six  
years old and their parents. The study took place during the Fall semester of 2019 using the 
WeCan! EatPlayGrow! Curriculum over a 10-week period. Data was collected through pre and 
post-intervention parent/guardian surveys (see Appendices G through I). Child height/weight and 
body composition data were also collected at baseline and postintervention. Follow-up data was 
collected 6-weeks post-intervention to evaluate sustainability of the project.  
Statistical analysis was performed using the SPSS data software. Data was collected 
using a pretest/posttest format and was also collected six-weeks after program completion for 
follow-up evaluation. The SPSS system was used to compare pre-post intervention differences 
including (a) children’s BMI, waist circumferences, physical activity, dietary intake, and 
sedentary activity, and (b) food, physical activity, and parenting practices and attitudes. 
Achieving statistically significant data was determined using the probability level of 
p<0.05, which indicates less than a 0.05% probability that the results occurred by chance and 
suggests with 95% certainty that the results directly occurred in response to the program 
interventions. The analyses were performed to measure the results of the pre-test and post-test 
scores to assess if changes in lifestyle habits and anthropometric changes are related to the 
program intervention. Comparative analyses were performed using pre- and post-intervention 
data and 6-week follow-up data. Data entry was examined twice on two separate occasions by 
trained project staff.   
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Measures 
Surveys were used in an effort to determine the effectiveness of this curriculum on 
altering lifestyle habits of families with children aged four to six years old. There were two 
surveys used to evaluate each child’s lifestyle habits and behaviors. One survey developed  
by the WeCan! Nutrition Program was used to evaluate parental lifestyle habits and beliefs 
regarding nutrition, physical activity, and screen time involvement. Surveys were sent home with 
parents. Additionally, anthropometric data was collected for each student before the intervention 
started and collected upon completion of the intervention. Data was collected 6-weeks after the 
intervention concluded for follow-up.  
Anthropometric Data. The procedure to assess height and weight on all participating parents 
and children was standardized via scales and stadiometers. Body mass index was calculated 
using the measured heights and weights and CDC BMI calculator based on age. Waist 
circumference of all participating parents and children were measured using a tape measure at 
the uppermost lateral border of the hip crest. Heights and weights were gathered by one data 
collector to ensure consistency with measuring methods, but were verified by a trained project  
staff member. 
Physical Activity and Sedentary Time.  The instrument used to evaluate child physical activity 
and screen time was the Children’s Physical Activity Questionnaire (C-PAQ). The tool was used 
to evaluate levels of physical activity and sedentary time of children (Corder, K. et al., 2009). 
The C-PAQ has a total of 49 questions and asks closed-ended yes or no questions regarding the 
child’s involvement in sports activities, leisure activities, school activities, and sedentary 
activities over the last 7 days. The instrument also allows for specific allotments of time to be 
documented for each activity that was answered yes. This was used to determine mean 
participation in physical and sedentary activity. The instrument has shown to have moderate 
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reliability and high validity (Richardson, Cavill, Roberts, & Ells, 2011). The C-PAQ was 
delivered to the parents of each child participant. The data was obtained prior to initiation, upon 
completion of the project and six weeks after project completion  
Child Eating Behaviors. The instrument used to evaluate child eating habits was the Child 
Eating Behavior Questionnaire (CEBQ). The CEBQ was delivered to the parents of the child 
participants. This is a 35-item parent-report measure with each question rated on a five-point 
Likert scale ranging from never (1) to always (5). The CEBQ evaluates eight scales which 
evaluate behaviors associated with “food approach” or “food avoidance”. Food approach 
subscales include: food responsiveness (5 items), emotional over-eating (4 items), enjoyment of 
food (4 items), desire to drink (3 items); food avoidance subscales include satiety responsiveness 
(5 items), slowness in eating (4 items), emotional under-eating (4 items), and food fussiness (6 
items). There is a total of 80 points possible for food approach scales and 95 possible points for 
food avoidance subscales. The higher the score for each subscale, the higher the child’s behavior 
selected by that subscale. A total score (175) was identified by combining the total points 
obtained for food approach subscales and food avoidance subscales. The scales have shown to 
have good internal consistency and reliability for research investigating early precursors to 
developing eating disorders or obesity (Wardle, Guthrie, Sanderson, & Rapoport, 2001). The 
data for this measure was obtained prior to initiation, upon completion of the project and six 
weeks after project completion.  
Parenting Behaviors. Each parent was given WeCAN! Parent Evaluation Form instrument 
developed by the NIH and was used to evaluate changes in parent modeling behaviors (NIH, 
n.d.). This instrument has a total of 60 items divided in to demographics, parenting role-
modeling, nutritional behaviors, physical activity behaviors, and sedentary activity behaviors. 
Most questions are rated on a Likert scale ranging from strongly disagree/very unimportant/very 
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unlikely (1) to strongly agree/very important/very likely (5). The instrument also used true or 
false questions and these items were scored as 1 point each for a correct answer to the statement. 
The correct answer was determined through the information outlined in the curriculum. There is 
a total of 198 points for all categories asked on the instrument. Higher scores indicate more 
positive parenting behaviors, while lower scores indicate negative parenting behaviors. The 
survey was developed specifically for the WeCan! Program. There is no available literature 
speaking to the validity and reliability of the tool.  
Results 
Twenty-three children and 18 parents were enrolled in the study. Parental consent was 
obtained for each parent and child participant. At the conclusion of the study, 23 children and 18 
parents completed both baseline and post surveys; however, only 16 parents completed the six- 
week follow-up surveys. Parents self-reported parent and child gender, race/ethnicity, age and 
other socioeconomic variables including education. Out of the 23 children, 39.1% were 
white/Caucasian, 21.7% black, 39.1% Hispanic. Overall, a majority of children were around the 
age of 4 (43.5%) and were relatively equal between female (52.5%) and males (47.8%). Of the 
18 parent participants, 38.9% were white, 44.4% black, and 38.9% Hispanic and were primarily 
between the ages of 31-40 (44.4%). More female (66.7%) parent participants were enrolled in 
the study than male parent participants (33.3%). Additionally, 44.4% self-reported as having a 
bachelor’s degree, with only 50.4% collectively attending some college or less. (Appendix O).   
Anthropometric Data 
Child participants’ weight statuses at baseline were categorized as 30.5% healthy weight, 
13% overweight, and 56.5% obese. None of the children were considered underweight at 
baseline. Post-intervention weight statuses were as follows: 43.5% healthy weight, 39.1% 
overweight, and 17.4% obese. Again, no children were considered underweight at 
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postintervention measurement. Six-week follow-up weight statuses did not change from the post-
intervention data. Preintervention waist circumference mean was 23.2 (SD=3.41), 23.1 
(SD=3.23) post-intervention, and 23.0 (SD=3.37) at 6-week-follow up. Mean BMI at baseline 
was 18.6 (SD=2.55) and 18.5 (SD=2.22) post-intervention. Six-week follow-up BMI mean was 
18.5 (SD=2.09). For objective 1, the implementation of the intervention will improve or 
normalize BMI and waist circumference, a chi-square analysis was performed on pre-
intervention, post-intervention, and follow-up data for weight classification. The percentage of 
participants that moved to a normal weight from the overweight or obesity category increased by 
13.5%. While the number of child participants categorized as obese reduced from 56.5% to 
17.4% post-intervention. A chi-square analysis was performed and indicated changes between 
pre and post-intervention weight classification were statistically significant (P=.004) (Appendix 
Q).   
Although mean BMI percentile did not change much (-0.1) from baseline to post-
intervention, this change was considered significant; however, the results were not considered 
significant between post-intervention and follow-up data. Additionally, waist circumference 
decreased from 23.2 to 23.1 from baseline to post-intervention, but this change was not 
significant (P=.324). The change was also not significant between pre-intervention and follow-up 
data or post-intervention data and follow-up data (P=.451; P=.957) (Appendix P).  
Physical Activity and Sedentary Time 
The mean amount of physical activity per day from child participants was approximately 
100 minutes at baseline, but most participants also spent an average of 3.8  
hours per day watching tv or spending time on the computer. Post-intervention physical activity 
per day increased to an average of 125 minutes, but then reduced to 115 minutes at 6-week 
follow-up. Mean sedentary time reduced to 2.5 hours per day post-intervention and 
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increased to a mean of 2.8 hours per day at 6-week follow up. For objectives 2 and 3,  
the implementation of the intervention will reduce the amount of time spent sedentary and 
increase physical activity time, paired t-tests indicated statistically significant changes between 
pre- and post-intervention data for child physical activity (P=.005). It also indicated statistically 
significant changes between pre-intervention data and at follow-up (P=.030); however, this 
change was not significant between post-intervention and follow-up data (P=.747). Additionally, 
pre-intervention and post-intervention changes for sedentary activity produced statistically 
significant data (P=.000), but did not produce a statistical change between post-intervention and 
follow-up data (P=.328) (Appendix P).  
Child Eating Behaviors 
Mean CEBQ scores at baseline were 118, 127 at post-intervention, and 128 at 6-week 
follow up. Mean CEBQ scores for food approach subscales at baseline were 75 and 43 for food 
avoidance subscales at baseline. Mean food approach subscale scores decreased slightly with 
post-intervention data to 68, while mean food avoidance subscale scores increased to 59. At 6-
week follow-up, food approach subscale scores increased slightly to 72, while mean food 
avoidance subscale scores decreased 56. Additionally, mean fruit and vegetable consumption at 
baseline was approximately 2.3 times per day, increased to a mean of 3 times per day at post-
intervention, and then reduced to a mean of 2.5 times per day at 6-week follow-up. For objective 
4, the implementation of the intervention will improve child eating behaviors (eight categories) 
was analyzed using paired t-tests. These tests indicated statistically significant changes between 
pre-intervention and post-intervention data for CEBQ scores (P=.000); however, the change was 
not significant between post-intervention and follow-up data (P=.395). There were also 
significant changes for fruit and vegetable consumption between baseline data, post-intervention 
data, and follow-up data (P=0.16, P=.022). Post-intervention and follow-up data comparisons did 
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not produce statistically significant results for fruit and vegetable consumption.   
Parenting Behaviors 
Mean WeCan! Survey scores at baseline were 113.5, and increased to 140 at post-
intervention, but then reduced to a mean of 115 at 6-week follow up. Higher scores indicate 
participation in more positive parenting behaviors. For objective 5, the implementation of the 
intervention will improve parenting behaviors related to nutrition, physical activity, and 
sedentary time was analyzed using paired t-tests. This analysis indicated statistically significant 
data for all categories (parenting behaviors [P=.010; P=.020], importance of food choices 
[P=.000; P=.001], importance of physical activity [P=.010; P=.010], and importance of limiting 
screen time [P=.004; P=.020) at baseline, post-intervention, and follow-up data; however, the 
change between post-intervention and follow-up data was not significant for any category 
(P=.331; P=.104; P=.096).  
Discussion  
The main objective of this project was to critically evaluate the project’s impact on 
lifestyle habits among parent and child participants, which included physical activity, dietary 
habits (i.e. food choices and feeding patterns), and screen time involvement. With its pilot 
intervention format, the project showed promise in demonstrating that community-based, family-
centered interventions focused on preventing pediatric obesity could be successful in changing 
parental and child behaviors regarding nutrition, physical activity, and sedentary activity. This 
project showed that these programs can, especially, be effective in the short-term; however, long-
term success is still questionable. There were many statistically significant changes noted, but 
the smaller sample size could have skewed outcomes and reduce the project’s ability to 
accurately detect key outcomes. The project was well received by parents and guardians and 
positive feedback was reported regarding the components of the project. Overall, the project was 
COMBATING PEDIATRIC OBESITY 34
feasible and demonstrated positive outcomes which alludes to its potential to undergo a 
randomized controlled trial to determine if the project could become a mainstay program for the 
Lubbock community. In addition, the project had good participant retention at the conclusion of 
the project and with six-week follow up; however, recruitment of participants poses a large 
challenge for a variety of reasons. This will likely require lengthy planning and understanding of 
the community’s needs in order to appeal to participants.  
 Prior to the intervention, 56.5% of child participants were categorized as obese and 13% 
were considered overweight based on anthropometric data. After the intervention concluded, 
there was a 13.5% increase in the number of children identified by a normal weight and 17.4% 
were considered in the obese category. These findings were considered significant. The weight 
classifications did not change at six-week follow-up; however, these findings were not 
considered significant. Data collected for BMI followed a similar pattern; however, the changes 
noted for waist circumference did not garner significant results. This aligns with similar findings 
of prior research studies regarding pediatric obesity prevention programs (Adab et al., 2017; 
Davison et al., 2013; Willis et al., 2016).  
 The intervention positively impacted sedentary time and met the objective for reducing 
screen time by 25% and this was sustained at six-week follow-up. Prior to the intervention, the 
average amount of sedentary time was approximately 3.5 hours daily and reduced to 2.5 hours 
post-intervention. This number increased slightly to 2.8 hours a day at six-week follow-up. These 
changes were considered statistically significant between baseline and post-intervention data; 
however, the change was not significant with follow-up data. In addition, there were significant 
changes noted with child eating behaviors and physical activity for child participants. On 
average, changes in child eating behaviors and physical activity participation improved from 
baseline to post-intervention. Children’s total servings of fruits and vegetables increased from 
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2.3 times per day to 3 times per day, but then reduced back to near baseline levels at follow-up. 
These intake levels do align with current recommendations for fruit and vegetable consumption; 
however, the changes were not considered statistically significant. Several studies also identified 
this as a key behavioral change (Keita et al., 2014; Natale et al., 2014; Skouteris et al., 2014; 
Wyse et al., 2015). An important consideration for this finding could be seasonality and the 
reduced availability of common fruits and vegetables could affect their consumption levels. 
Parent reports of child physical activity also demonstrated increased levels of participation from 
100 minutes daily at baseline to 125 minutes at the conclusion of the intervention. Parent reports 
showed a decrease in the level to 115 minutes with six-week follow-up data. This activity level 
does supersede the given recommendations from the National Association of Sport and Physical 
Education (NASPE) of 60 minutes of physical activity daily (National Association of Sport and 
Physical Education [NASPE], n.d.).  
 Findings also indicated that parenting behaviors improved for all categories (i.e. 
importance of food choices, importance of physical activity, and importance of limiting screen 
time) at baseline and post-intervention, but were not sustained. Parents identified that their 
attitudes toward parental screen time, fruit and vegetable consumption, and parental physical 
activity are risk factors for the development of poor lifestyle habits among young children. 
Future interventions that focus on the parental behaviors could prove beneficial in understanding 
the mindset and processes parents use for nutritional, physical activity, and screen time 
decisions. The project demonstrated favorable improvements in the role of parent modeling and 
the home environment on self-report surveys despite not finding any significant changes.  
Limitations 
 This study was not without limitations. One limitation of the study was the primary 
investigator collected six-week follow-up data from a self-reported survey. While the respondent 
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rate was high (88.9%), the results could have been based on their ideal beliefs regarding their 
ideal parenting or child’s habits rather than what is actually occurring. With a small sample size, 
this could lead to a misrepresentation of the data for the number of  
children found to have sustained results at follow-up. As mentioned before, this was a pilot study 
and lacked a control group, which would underpower the intervention’s ability to identify 
differences in key outcomes. In addition, the sample size was small and could affect the 
generalizability of the intervention. Recruitment of participants was challenging as parents’ 
schedules and beliefs impacted their decision to participate. Participants were also recruited with 
varying risk of obesity and included children at a healthy weight bringing in additional variables 
that were not accounted for during the recruitment process. These variables included more 
motivated and educated parents and stable home environments. Moving forward, having a larger 
sample size will likely require a lengthier planning process with additional resources to ensure 
parents are being notified of the program. In order to determine the intervention’s true ability to 
affect parent and child behaviors, a randomized controlled trial is also warranted. The study’s 10-
week trial period appears to be an appropriate length of time to maintain subject participation; 
however, in order to maintain sustainability, the program would need to be offered multiple 
times throughout the year. Despite the limitations, the intervention did have some strengths. The 
project was easy to implement despite the recruitment challenges. Cost of implementation was 
also low compared to the potential cost savings related to long-term, sustainable healthy lifestyle 
behaviors.  
Implications for Practice 
The aim of this project was to offer a way for families, leaders of the community, and 
healthcare workers to develop a program in the community as a means to combat pediatric 
obesity. The program aimed to increase knowledge regarding the impact of pediatric obesity and 
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methods to incorporate to help develop positive lifestyle habits. This program offers an 
interactive approach for families, after-school programs, schools, and clinics to come together to 
provide a program for families that has the potential to change practice. Results of this study 
provide valuable information on effective methods to help implement change regarding pediatric 
obesity prevention. For communities looking to partner with providers, developing pediatric 
obesity prevention programs will take careful planning, thinking outside the box, and flexibility 
to create a sustainable program. The development of this program can be used as a guide for 
health care providers and school administrators to develop their own programs in their own 
community.  
 Implications for Healthcare Policy  
“For coalitions to be successful in advancing policy proposals to address childhood 
obesity, they must not only raise the awareness of the issue with the public and policymakers, 
they must also help to reframe the issue from one of solely personal responsibility to one that 
acknowledges the role of government in helping to support healthy choices on the part of the 
individuals” (Simpson et al., 2008, p. 6). Appealing to policy makers regarding efforts to prevent 
obesity is challenging because of the complexity of the issue. This program is not only intended 
for community leaders and administrators, but for health care providers to partner with their 
communities to work towards a solution for this epidemic. In order to best serve the children in 
the community, healthcare providers must be aware of programs available in the community and 
should feel encouraged to promote these programs as a preventative method by receiving the 
necessary reimbursement. Providers and leaders of the community should promote healthcare 
insurers to cover these programs to allow increased access to individuals of lower socioeconomic 
status. Furthermore, the sustainability of these programs relies on adequate funding, which 
should be made available by the government and partnerships with healthcare academic 
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institutions to ensure these programs have the necessary resources to reach as many families as 
possible. This program, specifically, was limited in its impact due to lack of resources and 
funding; however, future programs designed for a larger scale will require more funding to 
ensure their sustainability.  
 Implications for Executive Leadership 
Community based programs designed to focus the community’s efforts of preventing the 
development of pediatric obesity should appeal to executive leaders of hospitals and community 
organizations because they are cost-effective prevention measures. Considering obesity is a 
quality indicator for hospitals and clinics, meeting meaningful use for obesity prevention will 
allow continued reimbursement. Therefore, knowledge for providers regarding the effectiveness 
of these programs should help hospital systems and clinics continue to be reimbursed for these 
services. Additionally, it is important that leaders of community organizations understand the 
impact these programs could have within their organization. These programs can be 
implemented within the organization’s own curriculum providing a means to implement a cost-
effective approach to improving the health of the families they serve. Additionally, government 
funding to operate these programs should be pushed and made available to aid in supplying 
adequate resources, which should help eliminate any financial concerns. It is important to 
approach the development of these programs as a responsibility of all members of the 
community, not just the individuals affected by obesity. Furthermore, the leaders of these 
organizations have the ability to make impactful changes that support their members in engaging 
in healthy lifestyles. Given the information provided in this program, executive leaders should 
develop policies that ensure access to physical activity and healthy nutrition. It is important to 
note that pediatric obesity prevention programs can be implemented in a number of ways. This 
program serves to show one method; however, there are a variety of methods individual 
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organizations could take to incorporate the curriculum in to preexisting programs. Executive 
leaders of pediatric community centers should ensure its members have access to opportunities 
that promote healthy lifestyles.  
 Implications for Quality and Safety   
The incorporation of a community-based obesity prevention program provides an 
evidence-based approach to encourage families to take a stand in making healthy lifestyle 
decisions. These programs encourage the partnering of community organizations, schools, 
healthcare establishments, and homes to promote change. Although this program demonstrates 
inconclusive results about long-term sustainability, efforts to create programs that take a 
multifaceted approach are suggested in preventing the development of obesity among children. 
The program, while it does require some alterations to ensure its participants are receiving the 
full benefit, does show promising effects for changing lifestyle habits and increasing knowledge 
regarding the development of obesity. The development of programs like this one could be the 
beginning step for community organizations to take towards supporting healthy lifestyles, 
decreased risk factors, and equalizing disparities among the families they serve.  
Plans for Sustainability and Future Scholarship  
Sustainability of a project can be obtained through continuation of a project or can be felt through 
long-term impacts of project once it ends. The most effective interventions for preventing childhood 
overweight and obesity often include a variety of components and avenues, but developing such programs 
is challenging. Developing sustainable programs requires continuous monitoring and development in 
response to the needs of the community (American Academy of Pediatrics, n.d.). Careful planning, 
alignment of goals, monitoring of the project, and frequent review are key strategies to ensuring long-
term success of the project. Program effectiveness and success are attributed to the sustainability of a 
project (American Academy of Pediatrics, n.d.). Ensuring the maintenance of this project will require 
working with the leaders of the YWCA to develop this program further, increase available resources, and 
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ultimately, develop the ability to conduct a randomized-controlled trial with a larger sample size. This 
would allow the program’s effectiveness to be researched further and demonstrates its true ability to 
impact lifestyle habits among families that participate. The significance of the project’s impact would be 
made known based on the results of a randomized controlled trial and could be used to appeal to 
stakeholders further, especially as positive results were gathered. Thus, ensuring their partnership in 
maintaining the availability of this program and providing the necessary resources to ensure its success.  
Conclusions 
This project developed a community-based, family-centered pediatric obesity prevention 
program that incorporated the WeCan! Obesity Education Curriculum to reach children aged four 
to six years old and their families. The program provided an interactive approach to educate 
families on obesity, nutrition, physical activity, and the impact of the child’s environment on the 
development of lifestyle habits. This program appeared to be effective in changing some aspects 
of the child’s behavior regarding nutrition and physical activity. Additionally, the program also 
appeared to effectively improve some aspects of the parent’s behavior as evidenced by changes 
made in the home environment. The program does show positive changes and could be an 
effective strategy for community organizations to implement in to their curriculum to combat the 
development of pediatric obesity. However, it would be important to conduct this project with a 
larger sample size and over a longer period of time to determine the effect on long-term 
outcomes. The development of such a trial will require further planning and cooperation from 
stakeholders in the future. Positive changes from a randomized controlled trial could help appeal 
to community organizations to create and implement these types of programs in to their 
curriculum. Additionally, the program does require altering to broaden the reach of the 
intervention. This program does not utilize clinic-based or home-based strategies to reach 
participants. Future projects should be designed to incorporate home-based intervention 
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strategies with community and clinic-based interventions to guarantee a multifactorial approach 
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Appendix A. SWOT Analysis Table 
   
Helpful 
To achieving the objective 
 
Harmful 





























◻ Current staff is skilled and collaborative 
◻ The organization is experienced in 
research and implementing health 
initiatives 
◻ Staff is willing to provide additional 
help to students 
 
◻ The YWCA has multiple initiatives 
going on and is pressed for time 
◻ Staff could be limited and 
unavailable during project 
implementation 
◻ Availability of extracurricular activities 
and programs 
◻ Parents are often “too busy” to be 
involved in initiatives 
◻ Supportive Administrative leadership 
◻ Staff is committed to improving the 
health and future of the children 
◻ Access to resources readily available 
◻ Availability of grants and funding 
through the U.S. Department of 
◻ Students fear trying new foods due 
to the “way it looks” 
◻ Children are generally from lower 
socioeconomic statuses which may 































◻ Absentee parents/guardians 
◻ Complacency with the status quo 
◻ Current involvement in other health 
initiatives could threaten the 
success of the project 
◻ Staff may lack motivation to 
become involved in project due to 
current work load 
◻ Parents may not have concerns with 
their child’s eating habits and 
cannot see the future effects of their 
habits 
◻ There is a strong opportunity to help 
parents become more involved with 
their children 
Complacency with the status quo 
◻  CEO is encouraging and willing to 
become involved with an initiative that 
could help the child’s future 
◻  Although community is engaging, 
financial resources may be used for 
other programs 
◻ Grants are available for funding and 
support of the project 
COMBATING PEDIATRIC OBESITY 50
 
Appendix B. Evidence Table 
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Appendix C. Synthesis of Evidence 
 




Synthesis of Findings 
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Appendix D. The Iowa Model Algorithm 
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Participants will be given 
a $25 gift card to the 
local grocery store for 
participating. 
 








We need you to participate in a research 
study designed for you and your child! 






Parents and Children Aged 
4 to 6 years old enrolled 
in the YWCA 
What: 
Educational Sessions on 
nutrition and physical 
activity followed by an 
interactive family cooking 
class. 
When: 
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Appendix F. Consent Form 
 
TITLE OF STUDY 








PURPOSE OF STUDY 
 
You are being asked to take part in a research study. Before you decide to participate in this study, it is 
important that you understand why the research is being done and what it will involve. Please read the 
following information carefully. Please ask the researcher if there is anything that is not clear or if you 
need more information. 
 
The purpose of this study is to teach you and your child the basics and importance of nutrition and 
physical activity to prevent gaining extra weight, which can lead to a harmful condition called obesity. 
We want to test out whether a family-based program can help families improve their eating and 
physical activity habits. This program is based on a national campaign from the National Institutes of 




If you and your child participate in this study, you will be asked to answer a series of surveys. The 
survey asks about basic information, for example how old you are and what your household is like. The 
surveys also ask about activity habits, eating habits, and what normally happens in your household. We 
will also be measuring your child’s height, weight, and waist circumference. If this has already been 
collected by the YWCA, we also ask that we can use this information. 
 
After the surveys, you and your child will be asked to attend 10 once-weekly sessions that will break 
down food groups, physical activity, and other habits. These sessions are designed to last 
approximately 30-minutes. Following the session, you (the parent) will be asked to join in for a 
cooking class to learn how to create healthy, quick, and budget-friendly meals for your family. This 
part of the study will last 30 to 45 minutes depending on the meal. At the end of the 10-week project 
period, we will then ask you to complete the save survey as you did in the beginning. We will also ask 
you to complete these surveys 6-weeks after you finished the project period. 
 




There will be no costs to participate in this study for you or your child. 




The project includes some interaction between participants, which may cause you to feel 
uncomfortable or pressures. It is not required that you participate in any discussion that causes 
discomfort. The educational sessions also include some minor physical activity, such as stretching. 
This could place you at risk for soreness or injury. Additionally, the cooking portion of the study will 
require the use of the utensils that may become hot to touch, which could place you at risk for injury. 
Your child will not be involved in this portion, so there will be no risk to your child. No funds have 
been set aside to compensate injuries. Finally, there is always a minor chance for loss of confidentiality 
of you or your child’s information. We have taken steps to limit this risk. 
 





You and your child will given valuable tools and information to help decrease the risk of harmful 
diseases related to being overweight or obese. The information we learn from this project can help 
support future programs. Success of this study could help other organizations create similar programs 
that impact our community. 
 
CONFIDENTIALITY 
For the purposes of this research study, your comments will not be anonymous. Every effort will be 
made by the researcher to preserve your confidentiality including the following: 
 
• Assigning code names/numbers for participants that will be used on all research notes and 
documents 
• Keeping notes, interview transcriptions, and any other identifying participant information in a 
locked file cabinet in the personal possession of the researcher. 
 
Participant data will be kept confidential except in cases where the researcher is legally obligated to 




Your family will be given a $25 gift card for participation in this study. If you withdraw from this study 




If you have questions at any time about this study, or you experience adverse effects as the result of 
participating in this study, you may contact the researcher whose contact information is provided on the 
first page. If you have questions regarding your rights as a research participant, or if problems arise 
which you do not feel you can discuss with the Primary Investigator, please contact the Project 
Advisor, Mercedes Echevarria at mechevarria@gwu.edu or contact the George Washington University 
Institutional Review Board at (202) 994-2715. 
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VOLUNTARY PARTICIPATION 
 
You and your child’s participation in this study is voluntary. It is up to you to decide whether or not to 
take part in this study. If you decide to take part in this study, you will be asked to sign a consent form. 
After you sign the consent form, you are still free to withdraw at any time and without giving a reason. 
Withdrawing from this study will not affect the relationship you have, if any, with the researcher. If 







I have read and I understand the provided information and have had the opportunity to ask questions. I 
understand that my participation is voluntary and that I am free to withdraw at any time, without giving 
a reason and without cost. I understand that I will be given a copy of this consent form. I voluntarily 




















Printed Name of Parent/Guardian 
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My child leaves food on his/her plate at the end 






























































Given the choice, my child would eat most 



































COMBATING PEDIATRIC OBESITY 71
 
My child gets full before his/her meal is finished □ □ □ □ □ 
 
 













































































































Even if my child is full up s/he finds room to eat 


















If given the chance, my child would drink 


















My child cannot eat a meal if s/he has had a 


















If given the chance, my child would always be 







































My child decides that s/he doesn’t like a food, 


















If given the chance, my child would always have 
















My child eats more and more slowly during the 
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Child Physical Activity Questionnaire 
(C-PAQ) 
 















Please note: 1 this questionnaire will take approximately 10 minutes to complete 
- please answer the questions in relation to the child named above 




For further information, please contact: 
 
Hillary Mayers, FNP-C 
432-770-6249 
hpmayers@gwu.edu 
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Please complete this questionnaire for the following days: ………………………… to …………………………… 
 
 
Did your CHILD do the following activities 
in the past 7 days? 
MONDAY – FRIDAY SATURDAY – SUNDAY 






























    
Baseball/softball No Yes     
Basketball/volleyball No Yes     
Cricket No Yes     
Dancing No Yes     
Football No Yes     
Gymnastics No Yes     
Hockey (field or ice) No Yes     
Martial arts No Yes     
Netball No Yes     
Rugby No Yes     
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Did your CHILD do the following activities 
in the past 7 days? 
MONDAY – FRIDAY SATURDAY – SUNDAY 










Running or jogging No Yes     
Swimming lessons No Yes     
Swimming for fun No Yes     
Tennis/badminton/squash/ 





    
LEISURE TIME ACTIVITIES 







    
Bounce on the trampoline No Yes     
Bowling No Yes     
Household chores No Yes     
Play in a play house No Yes     
Play on playground equipment No Yes     
Play with pets No Yes     
Rollerblading/roller7skating No Yes     
Scooter No Yes     
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Did your CHILD do the following activities 
in the past 7 days? 
MONDAY – FRIDAY SATURDAY – SUNDAY 










Skateboarding No Yes     
Skiing, snowboarding, sledging No Yes     
Skipping rope No Yes     
Tag No Yes     
Walk the dog No Yes     
Walk for exercise/hiking No Yes     
ACTIVITIES AT SCHOOL 





   
Travel by walking to school (to and from 






Travel by cycling to school (to and from 








No Yes     






Did your CHILD do the following activities 
























Doing homework No Yes   
Imaginary play No Yes   
Listen to music No Yes   
Play indoors with toys No Yes   
Playing board games / cards No Yes   
Playing computer games (e.g. playstation / 
gameboy) No Yes 
  
Playing musical instrument No Yes   
Reading No Yes   
Sitting talking No Yes   
Talk on the phone No Yes    
 












Did your CHILD do the following activities 








Using computer / internet No Yes   
Watching TV/videos No Yes   
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Tell Us What You Think! 
 
Dear Parent/Guardian, 
Thank you for taking the We Can! Parent class. Please tell us what you think. 
 
Please fill out this form completely. It takes approximately 10 minutes to fill 
out. Your answers will be combined with those of parents, guardians and care 
givers across the country. 
 
This is not a test and you will not be graded for right or wrong answers. It is important that 
we understand your opinions. 
 
Your answers will be kept confidential and will not be shared with other parents in 
the class. To make your answers anonymous, we do not ask for your name on the 
form. 
 







ID Number:   (obtain this number 
 
 
from the instructor) Today’s Date:    
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Please tell us a little about yourself by answering the next series of questions. 
 





2. I am  years old. 
 





4. Are you...(Check one box) 
 
 American Indian or Alaska Native 
 Asian or Pacific Islander 
 Black or African American 
 White 
 Other. Write in   
 
5. What is your highest level of education? (Check one box) 
 
 Less than high school 
 High school graduate 
 Some college 
 College degree 
 Some Graduate School 
 Graduate Degree 
 
6. How many adults ages 18 and above, including yourself, are in your family household? 
 










8. Please indicate whether you think the following statements are true or false by circling T or F after 
each one. 
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Research shows that children 4 to 6 years 
of age often say that their parents are their 
primary role models. 
T F 
Children 4 to 6 often end up doing the 
opposite of what their parents do. 
T F 
Parents are less effective than teachers in 










Disagree Neutral Agree Strongly 
Agree 
I play an important role in 
determining what my 
child/children eat. 
1 2 3 4 5 
I play an importance role in 
determining how much 
physical activity my 
child/children get. 
1 2 3 4 5 
If I eat well, there is a good 
change my family follow my 
example. 
1 2 3 4 5 
If I am physically active, 
there is a good change my 
family will follow my 
example. 
1 2 3 4 5 
I often make sure that 
healthy snacks are easily 
available for my family. 
1 2 3 4 5 
I often choose healthy foods 
for myself. 
1 2 3 4 5 
I try to be physically active 
most days. 
1 2 3 4 5 
I often plan physically active 
outings for my family. 
1 2 3 4 5 
In my family, we have set 
some rules on foods and 
eating that we try to follow. 
1 2 3 4 5 
 
 
10. Please indicate whether you think the following statements are true or false by circling T or F after 
each one. 
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You can maintain a healthy weight just by making sure that food intake 
(energy in) equals physical activity (energy out) on most days. 
T F 
One effective way of losing weight is to burn more energy than you take in. T F 
Being more active on one day can not help balance extra calories consumed 
on another day. 
T F 
A serving size is the total number of food a person is served or chooses to eat 
at one time while a portion size is a standard amount of food. 
T F 
Portion sizes of food have remained the same over the years. T F 
When a person eats larger portions, more physical activity will not prevent 








Disagree Neutral Agree Strongly 
Agree 
 
Balancing the calories that I 
get from eating with 
moderate levels of physical 
activity is easy to do. 
1 2 3 4 5  
When eating foods that are 
high in fat, I try to keep the 
portions small. 






I often monitor the portion 
size of food served to my 
family. 
1 2 3 4 5  
When shopping for food, I 
use the Nutrition Facts Label 
to make my choices. 
1 2 3 4 5  
 
12. Please indicate whether you think the following statements are true or false by circling T or F after 
each one. 
 
Fried foods and baked goods should only be eaten occasionally. T F 
Baking, broiling, boiling, or microwaving are unhealthy ways to cook. T F 
Removing the skin from poultry is a good way to reduce the fat. T F 
 
 






Neutral Important Very 
Importance 
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Reducing the portion 
size of foods high in 
fat. 
1 2 3 4 5 
Balancing what we eat 
(energy in) with 
physical activity 
(energy out). 
1 2 3 4 5 
Choosing a diet without 
a lot of added sugar. 
1 2 3 4 5 
Choosing a diet low in 
fat. 
1 2 3 4 5 
Choosing a diet with 
plenty of fruits and 
vegetables. 
1 2 3 4 5 
 
 




Disagree Neutral Agree Strongly 
Agree 
In my family, we try to make sure that 
foods high in fat are not easily 
available at home. 
1 2 3 4 5 
In my family, we try to make sure that 
foods with added sugar are not easily 
available at home. 
1 2 3 4 5 
In my family, we try to make sure that 
vegetables and fruits are often readily 
available at home. 
1 2 3 4 5 
 
 
15. Please indicate whether you think the following statements are true or false by 
circling T or F after each one. 
 
Health experts say that children should spend at least one hour 
each day in moderate to vigorous intensity physical activity. 
T F 
Multiple short periods of exercise (e.g. four 10 minute periods) 
are not as beneficial as a single long period (e.g. 40 minutes) in 
terms of healthy weight maintenance. 
T F 
It may be adequate for adults to spend just 30 minutes each day 








Unlikely Neutral Likely Very 
Likely 
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I just can’t seem to get my family started 
on being more physically active. 
1 2 3 4 5 
There is not a safe or convenient place for 
my family to be physically active. 
1 2 3 4 5 
There is not enough time in the day to find 
time to be physically active. 
1 2 3 4 5 
 




Disagree Neutral Agree Strongly 
Agree 
Being physically active can be a good 
way for my family to spend time 
together. 
1 2 3 4 5 
I can think of several ways (other than 
weight control and physical health 
benefits) that my family and/or I can 
benefit from being physically active. 
1 2 3 4 5 
I can find creative ways to be 
physically active. 
1 2 3 4 5 
Whenever I can, I walk or bike places 
instead of driving. 
1 2 3 4 5 
I use the stairs instead of the elevator 
when I can. 
1 2 3 4 5 
 
18. Please indicate whether you think the following statements are true or false by circling T or F after 
each one. 
 
Children who do not have television in their bedroom spend as 
much time watching television as children who do have a 
television in their room. 
T F 
People tend to each less when they spend a lot of time watching 
TV. 
T F 
Studies show that children in homes where rules on watching TV 
are enforced spend less time watching TV than children in home 








Disagree Neutral Agree Strongly 
Agree 
Spending too much time watching 
TV or playing video games could be 
bad for my child/children’s health. 
1 2 3 4 5 
It is important to me to find alternatives 
to watching TV for my family. 
1 2 3 4 5 
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There are several other ways that my 
family can spend time together besides 
watching TV. 
1 2 3 4 5 
I enforce rules on screen time 
(watching TV, using a home computer 
for recreation, or playing video or 
electronic games) in my family’s 
home. 
1 2 3 4 5 
More often than not, my family and I 
do not watch TV during meal times. 
1 2 3 4 5 
I watch less than 2 hours of TV each 
day. 
1 2 3 4 5 
I limit my child’s total time spent each 
day on TV, DVD/video, computer 
game and recreational computer use. 
1 2 3 4 5 
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Appendix J. Project Timeline Table 
 
Task Time Frame 
◻ DNP Project Proposal 
Submission/approval 
◻ Materials preparation: Determine 
questionnaires/measures to be used, 
obtain program materials. 
◻ Obtain IRB Approval 
May 2019 to August 2019 
◻ Preparation Phase: 
o Explain project design 
o Develop Project Team 
August 2019 to September 2019 
◻ Initiate Project: 
o Recruitment of Participants 
o Begin Research Project 
o Data Collection 
o Data Analysis 
September 2019 through December 2019 
◻ Continue Project: 
o Evaluation of Project Success 
o Data Collection 
o Data Analysis 
December 2019 to February 2020 
◻ Finish Project: 
o Data analysis 
o Final Write Up 
February 2020 to March 2020 
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program that can be 
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and physical activity 
Food Consumption  
 




or normalization of 
BMI and waist 
circumference 
physical activity  


















Children aged 4 













healthy foods and 
activity in to every 
day activities 
Pretest and posttest 

































• Participants will continue to utilize curriculum 
components in the household after completion of 
project 
• Participants will complete entire 10-week course 
• The project will effectively improve parenting 
behaviors regarding healthy lifestyle choices 
• The project will effectively improve or normalize 
BMI and waist circumference for all participants 
• Participants will have a basic knowledge of 
nutrition and understand all program materials 
without difficulty 
External Factors 
◻ Parents may find it difficult to participate in 
project due to time constraints 
◻ Surveys may be answered based on ideal 
lifestyle 
◻ Home environment may prevent full impact 




Appendix K. The Logic Model for Community-Based, Family-Oriented Pediatric Obesity Program 
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DNP Project Requirements 
 
 




Appendix 6: DNP Team Signature Sheet 
All team members should document a communication plan, expectations and timelines for review of work and 
project planning. REFER TO REQUIRED TEXTBOOKS FOR EXAMPLES, IF NEEDED. 
 
 
Full Title of DNP Project: Combating Pediatric Obesity with a Family-Based Pediatric Obesity Prevention 
Program: A Pilot Project 
 
DNP Student Information: 
 
Name: Hillary Mayers, FNP-C Student ID: # G46122600 GWSON Email hpmayers@gwu.edu Telephone 
# 432-770-6249 Address 7637 85th St. Lubbock, TX 79424 
 
I have reviewed the GWSON DNP Requirements and understand my responsibilities: Y N 
 
Signature:  Date:  4/28/2109  
 
 
DNP Project Primary Advisor (Name & Credentials)   
 
 
I have reviewed the GWSON DNP Requirements and understand my responsibilities: Y N 
 
Signature   Date    
 
Email   Telephone#    
 
DNP Project Second Advisor (Name & Credentials): 
 
I have reviewed the GWSON DNP Requirements and understand my responsibilities: Y N 
 
Signature   Date   
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Week 1 Overview of the Program 
My Five Senses: Families 
will use their five senses to 
understand how to listen to 
their body’s nutrition and 
physical activity needs 
-Importance of food choices 
-Build a food vocabulary 
and knowledge base 
Week 2 GO, SLOW, WHOA: 
Families learn the three 
WeCan! Food categories 
and how to recognize foods 
that are better choices for a 
healthy body 
-GO foods should be eaten 
often; SLOW foods should 
be eaten sometimes; and 
WHOA foods should be 
eaten sparingly 
-Limit the availability and 
accessibility of high-fat, 
high-calorie/low nutrient 
foods in the home 
-Increase availability and 
accessibility of healthy 
foods in the home 
-Balance energy in and 
energy out 
-Limit the availability and 
accessibility of sugar- 
sweetened beverages 
Week 3 Fabulous Fruits: Families 
learn the importance of 
eating a variety of fruit 
every day as they learn to 
categorize, count, and sort 
fruit choices 
-Eat a variety of fruit daily 
-Increase availability and 
accessibility of healthy 
foods in the home 
-Limit the availability and 
accessibility of high-fat, 
high-calorie, low nutrient 
foods 
Week 4 Move to the Beat: Families 
learn the importance of 
physical activity and are 
introduced to heart health 
through music, rhythm, and 
physical activity. 
-Engage in 60-min. 
moderate activity on most, 
preferably all, days of the 
week 
-Reduce sedentary activity 
-Limit screen time to less 
than 2 hours daily 
Week 5 Energy Balance: To attain 
a healthy weight, families 
learn energy in (food eaten) 
-Engage in 60-min. 
moderate activity on most, 
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 must balance with energy 
out (physical activity). 
preferably all, days of the 
week 
-Reduce sedentary activity 
-Limit screen time to less 
than 2 hours daily 
-Decrease intake of WHOA 
and SLOW foods 
-Increase intake of GO 
foods 
Week 6 I Love my Veggies!: 
Families learn the 
importance of eating 
vegetables every day as 
they explore color, textures, 
and patterns, and learn new 
vocabulary 
-Eat a variety of vegetables 
daily 
-Increase availability and 
accessibility of healthy 
foods in the home 
-Limit the availability and 
accessibility of high-fat, 
high-calorie, low nutrient 
foods 
Week 7 Perfect Portion: Families 
learn the important 
connection between portion 
control and healthy meals 
-Limit intake of high-fat 
and energy-dense foods that 
are low in nutrients 
-Control portion sizes 
-Sufficient fruit and 
vegetable intake per day 
-Drink water and fat-free or 
low-fat milk instead of 
sugar-sweetened beverages 
Week 8 Dem Bones: Families are 
introduced to the skeletal 
system and the importance 
of calcium to build strong 
bones. 
-Drink fat-free or low-fat 
milk instead of sugar- 
sweetened beverages 
-Eat a variety of vegetables 
daily 
-Engage in 60-min. 
moderate activity on most, 
preferably all, days of the 
week 
-Reduce sedentary activity 
-Limit screen time to less 
than 2 hours daily. 
Week 9 Healthy Beverages: 
Families discover the 
benefits of drinking fat-free 
or low-fat milk and water 
instead of sweetened 
beverages 
-Water and fat-free or low- 
fat milk instead of sugar- 
sweetened beverages 
-Limit the availability and 
accessibility of sugar- 
sweetened beverages 
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Week 10 Smart Sleep: Families 
learn that developing a 
healthy sleep routine is as 
important as proper 
nutrition and physical 
activity 
-Considered to be an 
important health topic for 
families 
After each weekly session Family Meal: A chef-led -Limit the intake of high-fat 
 class provides strategies for and high-calorie foods that 
 creating an easy, well- are low in nutrients 
 balanced, affordable meal, -Limit the availability and 
 and a positive meal-time accessibility of sugar- 
 environment sweetened beverages 
  -Control portion sizes 
  -Increase availability and 
  accessibility of healthy 
  foods in the home 
  -Limit the availability and 
  accessibility of high-fat, 
  high-calorie/low nutrient 
  foods in the home. 
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You and your parent (mom and/or dad) have been asked to join in a project that teaches 
you about your eating habits and how often you play outside or watch television. It is 
your decision to join with me in this project and not required by your class. If you 
choose to join in with me, there will be no grading of any activities. You can talk with your 
parents about this project before you choose. I will also talk with your parent about joining 
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Appendix O. Demographic Characteristics of Sample 
Table 1a. Child Demographic Characteristics of the Sample 
 Total Sample 
(n=23) 
Before (n=23) After (n=23) 6 weeks Post 
(n=23) 
Statistics 
Variable Frequency (%)     
Gender     X2 
• Male 11 (47.8%) 11 (47.8%) 11 (47.8%) 11 (47.8%)  
• Female 12 (52.2%) 12 (52.2%) 12 (52.2%) 12 (52.2%)  
Age     Paired t-tests 
• 4 10 (43.5%) 10 (43.5%) 10 (43.5%) 10 (43.5%)  
• 5 6 (26.1%) 6 (26.1%) 6 (26.1%) 6 (26.1%)  
• 6 7 (30.4%) 7 (30.4%) 7 (30.4%) 7 (30.4%)  
Race/Ethnicity     X2 
• Caucasian 9 (39.1%) 9 (39.1%) 9 (39.1%) 9 (39.1%)  
• Black/AA 5 (21.7%) 5 (21.7%) 5 (21.7%) 5 (21.7%)  
• Hispanic/Latino 9 (39.1%) 9 (39.1%) 9 (39.1%) 9 (39.1%)  











Weight Classification     X2 
• Normal (BMI <17) 7 (30.5%) 7 (30.5%) 10 (43.5%) 10 (43.5)  
• Overweight (BMI-
17.01-18.9) 
3 (13%) 3 (13%) 9 (39.1%) 9 (39.1)  
• Obese (BMI 18.91-
25) 
13 (56.5%) 13 (56.5%) 4 (17.4%) 4 (17.4)  
Waist Circumference in inches 
(mean, SD, range) 











Table 1b. Parent Demographic Characteristics 
 Total Sample 
(n=18) 
Before (n=18) After (n=18) 6 weeks Post 
(n=16) 
Statistics 
Variable Frequency (%)     
Gender     X2 
• Male 6 (33.3%) 6 (33.3%) 6 (33.3%) 5 (31.3%)  
• Female 12 (66.7%) 12 (66.7%) 12 (66.7%) 11 (68.8%)  
Age     Paired t-test 
• 20-30 7 (38.9%) 7 (38.9%) 7 (38.9%) 5 (31.3%)  
• 31-40 8(44.4%) 8(44.4%) 8 (44.4%) 8 (50.0%)  
• 41-50 3 (16.7%) 3 (16.7%) 3 (16.7%) 3 (18.8%)  
Race/Ethnicity     X2 
• Caucasian 6 (33.3%) 6 (33.3%) 6 (33.3%) 5 (31.3.%)  
• Black/AA 5 (27.8%) 5 (27.8%) 5 (27.8%) 5 (31.3%)  
• Hispanic/Latino 7 (38.9%) 7 (38.9%) 7 (38.9%) 6 (37.5%)  
Education     X2 
• High School or GED 
or less 
3 (16.7%) 3 (16.7%) 3 (16.7%) 3 (18.8%)  
• Some College 6 (33.3%) 6 (33.3%) 6 (33.3%) 5 (31.3%)  
• Bachelor’s Degree 8 (44.4%) 8 (44.4%) 8 (44.4%) 7 (43.8%)  
• Graduate Degree 1 (5.6%) 1 (5.6%) 1 (5.6%) 1 (6.3%)  
 
 
COMBATING PEDIATRIC OBESITY 94
 
Appendix P. Paired Sample T-Tests for Child and Parent Behaviors Pre and Post-Intervention 
 


























Paired Sample T-Tests for Child and Parent Behaviors Pre and Post-Intervention 









Mean Score  
Pre Implementation 
100 minutes 118  3.8 hours per day 113.5 
Mean Score  
Post Implementation  
120 minutes 127 2.5 hours per day 140 
Std. Deviation .485 .669 .705 .485 
Std. Error Mean .114 .158 .166 .114 
95% Confidence Interval  
               
    
 
 
Lower -.575 -1.055 -.906 -.757 
 Upper 
 
-.092 .389 -.205 -.092 
t -2.915 -4.579 -3.344 -.2915 
df 17 17 17 17 
Sig (2-tailed) .010 .000 .004 .010 
COMBATING PEDIATRIC OBESITY 95
  
Appendix Q. Chi-Square Analysis for Weight Classification 
Chi-Square Analysis for Weight Classification 
 Value df Asymptotic 
significant (2-sided) 
Pearson Chi-Square 15.206 4 .004 
Liklihood Ratio 18.572 4 .001 
Linear-by-Linear 
Association 
9.035 1 .003 
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